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Adolescent Attitudes and Pr^^vention Strategies 
T.E. Dielman,Ph.D., Jean t. Shope, Ph.D., Amy T. Butchart, B.A. 

Abstract 

An alcohol misuse prevention study (AMPS) curriculum was developed, 
implemented and evaluated with over 5,000 fifth and sixth grade students. The AMPS 
program, emphasizing peer resistance skills, focused on the immediate effects of alcohol, 
risks of alcohol niisuse, and social pressures to misuse alcohol. Schools were randomly 
assigned to curriculum, curriculum plus booster, or control groups with half of each group 
pretested and all posttested. The results are reported for 791 fifth gitde and 714 sixth 
grade students who were pretested and present at all testings occasions. Measures focused 
on alcohol use and misuse, susceptibility to peer pressure, tolerance of deviance, pretest 
drinking status, prior supervised versus unsupervised drinking, parental drinking, and 
health locus of control. At the 26 montii follow-up the hypothesized treatment by occasion 
interaction effect on alcohbi use and misuse scores was not significant Addition of a third 
factor to analyze the data by various subgroups resulted in significant three-way 
interactions which indicated that both the treatment and control students with little prior 
exposure to alcohol use showed relatively small increases in alcohol use and misuse which 
resulted in no significant differences between these groups at the final posttest, while 
control group students with more prior exposure to alcohol use showed more rapid 
increases in alcohol use and misuse than their treatment group counterparts. The results 
provide support for Goodstadt's (1986) suggestion that prevention programs be designed 
differently for different subroups and analyzed separately by subgroups who have been 
shown to differ or can be expected- to differ for theoretical reasons on the dependent 
variables or strong predictors of them. The results suggests that the concept of 
susceptibility to peer pressure is one which should be formally targeted and measured in the 
design and evaluation of school-based prevention programs. 
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Introduction 

Recent studies have indicated that children are beginning to use alcohol earUer [1] and are 
drinking more heavily at younger ages [2, 3]. These findings, along with data indicating tiiat tiiose 
who misuse alcohol as young people tend to be overrepresented among adult problem drinkers and 
alcohoUcs [4, 5], have stimulated efforts in school^based prevention of alcohol misuse [2, 6-8]. 
Reviews of die early programs designed to prevent alcohol misuse among students have concluded 
that th>. programs were ineffective in preventing alcohol misuse behavior [9-12]. Careful 
consideration of the early studies reveals a number of shortcomings in die design of die studies, the 
conceptualization of die programs and tiieir" evaluations, and die metiiodology employed in 
implementing and evaluating die programs. Problems in die early programs incluae: 1) poorly 
formulated educational goals, 2) inadequately designed evaluations, 3) lack of realistic objectives, 
4) lack of any tiieoretical basis, 5) a focus on measuring changes in information, attitudes^ or 
intentions which were assumed to be correlated witii die behavior in question, 6) an exclusive 
reliance on short-term differences between groups on behavioral measures if behavioral outcomes 
were measured, 7) faUure to carefully consider or specify die behavioral outcome measures, and 8) 
lack of standardization of die program implementation. 

Gbodstadt [13] has identified additional dimensions to consider in the formulation of 
educational goals and evaluation plans for substance abuse prevention programs. Investigators 
should consider die possibility of fonnulating separate objectives and outcomes for distiuct target 
groups in die design of both die prevention program and die evaluation. Most programs in die past 
have proceeded in bodi design and evaluation as if all recipients were non-users. A program 
designed for non-users may be differentially effective, or ineffective, for current users. 
Combining diese two groups in die analysis of the outcome data could attenuate or mask 
completely. a program effect which would be seen if data were analyzed separately for die users and 
non-users. The current repon is based on a test of tiiis proposition. 
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Method 

the Alcohol Misuse Prevention Study, or AMPS, which is cunehtly being conducted by die 
authors, is based on.a social skills approach and addresses many of die shortcomings noted in die 
earlier.studies. The goal of die prevention program was to provide students witii the social skills 
necessary to prevent alcohol misuse. A conceptual model was developed which specified the 
hypothesized direct and indirect program effects on die intervening and outcome variables, as well 
as the relationships among tiiose variables. This model guided die development of the AMPS 
program objectives, curriculum materials, and evaluation instrument [14]. Learning gains by die 
treatment.group students were regarded as a necessary first result of die intervention. Behavioral 
differences between die treatment and control groups were hypotiiesized to follow at later posttest 
occasions, reflecting a more rapid rate of increase in alcohol misuse among the^ control group 
students than among die treatment group students. 

The AMPS curriculum, developed by the autiiors specifically for tiiis project [15], was 
designed to actively involve students and to offer positive reinforcement for tiieir efforts. Tne first 
year's curriculum was presented in four sessions, each 45 minutes long. In die second year 
"booster" curriculum, diree 45-minute sessions were presented. Each session was previewed, 
taught, and then summarized. Previous sessions were reviewed. Audiovisual materials, student 
activity sheets, a:id handouts were designed to maintain interest. The sessions provided multiple 
opportunities for students to develop and practice dieir new skills in role-playing saying "No" to 
peer pressure. In die fourth session, students were videotaped refusing die offer of a drink in 
hypothetical situations, and tlien viewed die videotape of dieir successful refusals. The goals, 
objectives, and activities for die sessions are summarized in Table 1. The curriculum was pilot 
tested by project staff in two school districts which were not in die main study. After appropriate 
revisions were made, special project staff teachers were hired and trained to implement the 
curriculum in "a standardized manner. 

A randomized pre-post, experimental-control group design, following individual students 
longitudirially, was used to evaluate die program's behavioral outcomes. Students from 213 
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classrooms were assigned randomly by school building to one of three experimental conditions 
(treatrhent, treatment plus booster, and control) in the case of the fifth grad students, and to 
treatment and control conditions in die case of die sixtii grade students. Each of tiiese groups was 
divided randomly into pretest and no pretest conditions to allow a test of die effect of pretesting and 
the pretest-treatment interaction on the self-reported behavior. The study design included 
posttesting students at the end of die first school year in which the prevention program was 
presented, as well as at die end of die two subsequent school years. Students who were in die fifdi 
and sixtii grades at die beginning of die study were chosen as die focus of die study in order to test 
the effectiveness of die prevention program presented before die students' entry into junior high 
scliooU where tiiere is increasing exposure to alcohol and pressure to misuse alcohol [16]. The 
analyses to be presented are based on die 791 fiftii grade and 714 sixtii grade students who were 
pretested and who were present at a;!l testing occasions. 

Questionnaire items were developed to measure awareness of curriculum content, alcohol 
^•ase, misuse of alcohol (overindulgence, trouble witii peers, and trouble witii adults), pretest 
drinking status, susceptibility to peer pressure, tolerance of deviance, prior supervised and 
unsupervised drinkirig exposure, parents' drinking, and healtii locus of control. The details of the 
index construction procedures and item content are provided elsewhere [17]. In a pilot study, a 
group of students who provided saliva samples and were informed tiiat tiieir self-reports would be 
objectively verified did not report alcohol use or misuse at a different rate tiian die control group 
[18]. Therefore, die selft-reports were judged to be equally valid for botii groups and die bogus 
pipeline nediod was not used in die main study. Care was taken during die implementation and 
evaluation phases of die study to, ensure that any differences found between die treatment and 
control groups could be attributed to die effects of die prevention program. Schools were matched 
on socioeconomic, edmic, and achievement variables prior to random assignment to treatment 
conditions. A high level of participation in the study was sought and achieved. Checks for 
consistency, out of range codes, and inaccurate reporting were conducted. Checks were conducted 
to ensure tiiat each student's record was correcdy matched with die records of the data provided by 



6 



Dielman-4 



the same student at other testing occasions. A detailed account of the quality control pn)cedures is 

provided elsewhere [19]. 

Results 

A series of three-way repeated measures analyses of variance were conducted to determine 
•differential subgroup effects of the program on alcohol use and misuse. The analyses were 
conducted separately for the fifth and sixth grade stadents because the four-way interactions with 
grade level as the fourth factor were often significant Each analysis had treatment level and 
occasion as two factors,, and the students' standing on each of the seven moderator variables 
(susceptibility to peer pressure, adult locus of control, internal locus of control, tolerance of 
deviance, prior supervised/unsupervised drinking, pretest drinking status, and parental drinking) 
served as the third factor in the seven analyses for each of the four dependent variables (alcohol 
use, overindulgence, trouble with peers, and trouble with adults) at each grade level. 

The main effect of occasion was highly significant across all analyses, reflecting the fact that 
students use and misuse alcohol to a greater extent as they progress from early grade five and six 
through late grade seven and eight. The main effect of treatment reached traditional levels of 
statistical significance (.05 or better) only in three of the seven analyses of the grade five trouble 
with adults data and three of the seven analyses of the grade five alcohol use data. These main 
effects generally indicated lower use and misuse of alcohol by treatment group students than the 
control group students, averaged over all occasions and all levels of the moderator variable. The 
main effects of the moderator variables reached traditional significance levels in die hypotiiesized 
directions in all analyses in t^e case of prior supervised vs unsupervised drinking; all but grade six 
overindulgence in die case of pretest drinking status; all grade five analyses, as well as grade six 
overindulgence, in die case of susceptibility to peer pressure; all grade five and none of th^ grade 
six analyses using Tolerance of deviance; three of the grade five analyses (overindulgence, trouble 
with peers, and alcohol use) and none of die graie six analyses using internal locus of control; two 
of the grade five analyses (overindulgence and alcohol use) and none of the grade six analyses 
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using parental drinking, and one grade five (alcohol use) and none of the grade six analyses using 
adult locus of control. ^ 

The three-way interactions which are of specific interest in the current report reached 
traditional levels of statistical significance in all instances at grade five and two at grade six (trouble 
with peers and trouble with adults) when using the pretest drinking s)atus variable as the third 
factor, m two instances at grade six (alcohol use and trouble with peers) and one instance at grade 
five (trouble with adults) when using prior supervised vs unsupervised drinking as the third factor; 
in two instances at grade five (alcohol use and trouble with peers) when using parental drinking as 
the third factor, and in the analysis of the grade five trouble with peers data using internal locus of 
control as the third factor. The results at the fifth grade level were mixed in every instance, with no 
clear evidence of the efficacy of the prevention program in any of the subgroup analyses. The 
significant three-way interactions in these cases were due to one or more groups deviating from the 
general pattern of results (such as one of the control subgroups starting out at a high level of 
alcohol misuse and decreasing over time). 

The data for the four^grade six three-way interactions which were statistically significant as 
well as two .v/hich approached traditional levels of significance, grade 6 trouble with adults by 
prior supervised/unsupervised drinking (p=.10) and grade 6 alcohol use by pretest drinking status 
(p=.15), are shown in Tables 2 through 7. Tables 2 and 3 show the mean and standard deviations 
for the grade six aJcohol use index by pretest drinking status and prior supervised vs unsupervised 
drinking, respectively. Table 2 shows that both treatment and control group students who were 
abstainers at pretest exhibited significantly lower levels of alcohol use at posttcst occasions than 
those who were f :>rmcr or current users of alcohol at pretest. Among former and current alcohol 
users, however, the treatment group students showed lower levels of alcohol use than the control 
group students at the final posttesL It is notable that these differences wei« statistically detectable 
only at the final posttest occasion. Table 3 shows a similar pattern of results for the prior 
supervised vs unsupervised drinking variable, which is positively correlated with the pretest 
drinking status, variable. In this case, the treatment group students who had been exposed to bodi 
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supervised and unsupervised drinking at pretest exhibited lower levels of alcohol use at the final 
testing occasion than their control group counterpans. This difference was not detectable among 
students who had not been exix)sed to unsupervised drinking at the time of the pretext. 

The results are presenttid for the trouble with peers index in Tables 4 and 5. Table 4 shows 
the grade six means and standard deviations by prior supervised vs unsupervised drinking. The 
. results in Table 4 are not as clearly in support of the hypothesis. In this instance the control group 
students who were former alcohol users at pretest showed a rapid increase, which resulted in a 
significant difi'erence in the pre^jicted direction from tiieir treatment group counterparts at the final 
posttest, while the control'groap students who were current alcohol users at pretest showed a 
decline \yhich resulted in a significant difference contrary to hypotiiesis at die final posttest. The 
results shown in Table 5 for iiie grade six trouble witii peers index by prior supervised vs 
unsupervised drinking are ful'y supportive of the hypothesis, however, with a significant 
difference in die predicted dip-v^tion between die treatment and control group students who had 
unsupervised exposure to alcohul at pretest. The students with no exfosure or exposure to only 
supervised use at pretest had much lower scores on the trouble witii peers index at die posttest 
occasions, and die treatoient and control group means did not differ significandy. 

A similar pattern of results can be seen in Tables 6 and 7, which present die means and 
standard deviations for die grade six trouble widi adults index by pretest drinking status and prior 
supervised vs unsupervised drinking. Table 6 shows that die subgroup of control students who 
were current users of alcohol at pretest showed a diicline on die trouble with adults index score 
which resulted in a difference which was contrary to prediction at die final posttest, while the 
control students who were former alcohol users at pretest showed a large increase on die trouble 
widi adults index which resulted in a difference in die predicted direction. The results shown in 
Table 7, Avhich presents die grade six mean and standard deviations on the trouble witii adults 
index by prior supervised vs unsupervised drinking are supportive of die hypothesis. The 
subgroup of control students who reported bodi supervised and unsupervised drinking at pretest 
showed significandy higher scores on the trouble witii adults index than their treatment group 
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counterparts at the final testing occasion. The differences between control and treatment group 
students who were abstainers or reported only supervised alcohol use at pretest were not 
significant 
Discussion 

The results of this investigation support Goodstadt's (1986) suggestion that prevention 
programs be designed to target various subgroups and that the evaluation of prrvcntion.progranis 
be designed to assess subgroup effects. Although the data analysis over aU subjects did not reveal 
the hypothesized statistically significant treatoieht by occasion interaction effect, the inclusion of a 
third factor resulted in some significant three-way interactions which were in the predicted 
direction. The clearest of tiiese was tiiat students with less prior exposure to alcohol use did not 
show large gains in alcohol use and misuse pver die two and one-half year follow-up, and at the 
final posttest occasion the treatment and control students in these groups did not differ 
significantly. The treatment and confrol students \yith more exposure to alcohol use at pretest, 
however, showed. a divergence in tiieir rates of alcohol use and misuse, with the treatment 
subgroup exhibiting significantly lower rates tiian die control group by die final posttest occasion. 

The results also indicate that die design of prevention programs to target different subgroups 
should focus on decreasmg die susceptibility to peer pressure, and tiiat the analysis of program 
effects should be conducted separately for groups with different levels of prior exposure to alcohol 
use at pretesl. The results of this study further indicate that tiiere is Utde to be gained in prevention 
studies from the measurement of or attempts to influence levels of health locus of control or 
tolerance of deviance. 

I 

I 
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TABLE 1; ALCOHOL MISUSE PREVENTION CURRICULUM 



Session/Goal 



Session 1 

Make students aware of the various 
pK^ssiaes which in-kluence people to 
drink alcdi61» die short term effects 
of ^cohol and the risks of alcohol 
misuse. 

Session 2 

Develop students* awareness of 
advertising pressures to drink alcc^ol 
and to develop the ability to resist 
such pressures. 



Session 3 

Help students develop ways to resist 
pressure and to practice refusing 
offers to drink ^cohoL 



Session 4 

Provide students practice in ways to 
resist peer pressure to drink alcohoL 



Objectives 



• Identify 3 sources of pressure which influence people to 
drihk dcohoL 

• State correctiy 3 facts about alcohol and its short term 
effects* 

• Identify 2 risks of alcohol misuse* 



Identify 4 types of appeals used in alcohol advertising. 
Develop and use strategies to resist alcohol advertising 
pressures* 

Recognize that advertising pressures and peer pressure are 
based on tiie same appeal. 



Identify five categories of responses wiac*' can be used in 

resisting pressure. 

Develop responses in each category. 

Refuse the offer of a drink of alcohol in tiuee different 

ways. 



Understand that it is possible to turn down die offer of an 
alcoholic drink without offending anyone. 
Understand tiiat die more you say "No Thanks," die easier 
it is. 

Demonstrate 3 successful ways to resist die offer of an 
alcoholic drink. 



Activity Summary 



Discussion, film, fact sheet, 
worksheet, crossword puzrie, 
anticipation of next session. 



Review, discussion, slides of alcohol 
advertisements, copies of diffeient 
advertisements for students, 
worksheet, posters for class, 
pamphlets for each student, 
anticipation of next session. 



Review, discussion, film, 
worksheets, role playing, stickers for 
each student, anticipation of next 
session. 



Review, discussion, worksheet, role 
playing speciHc situations, fikn with 
musicAyrics on handout, poster for 
class. 
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TABLE 1 (Continued) 



Session/Goal 



Booster Session 1 

Review and leinfcHce student 
awareness of the risks of alcohol 
misuse, the short-tenn effects of * 
alcc^I, and the various piessuies 
which influence people to drink 
alcohoL 

Boocter Session 2 

Review and reinforce the abilides to 
resist advertising pressure and to 
resist peer pressure to drink alcohoL 



Objectives 



Booster Session 3 

Provide more practice in resisting 
peer pressure to drink alcohoL 



Define alcdiol misuse. 

Identify 2 risks of alcohol misuse. 

State correctly 3 facts about alcohol and its short-term 

effects. 

Identify 3 sources of pressure which influence people to 
drink ^cohol. 



State 4 types of appeals used in alcohol advertising and a 

strategy to resist alcohol advertising pressure. 

Recognize that advertising pressure and peer pressure are 

based on some of the same appeals. 

Identify 3 characteristics of successful resistance of peer 

pressure. 

Effectively refuse the offer of a drink in 3 different ways. 
Begin to anticipate future drinking siiyations; recognize 
potential alcohol misuse and risks of misuse; and develop 
strategies to respond 



• Recognize and utilize nonveri>al behavior (body language) 
in refusals to the offer of an alcoholic drink. 

• Anticipate a future drinking situation; plan and practice 
ways to resist peer pressure in that sihiation. 

• Understand that the more you say, "No, tfianks/' die easier 
it is. 

• Understand tfiat it is possible to turn down die offer of an 
alcoholic drink without offending anyone or lying. 



Acrivitv Summary 
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Discussion, worksheets, fact sheet, 
poster for class, anticipation of next 
session. 



Review, discussion, role-playing, 
advice panel, worksheets, poster for 
class, pamphlets for each student, 
anticipation of next session. 



Review, discussion, worksheet, skit 
development and performance, 
buttons for each student, poster for 
class. 
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Table 2 

Summary of Means and Standard De\aations 
Treatment by Occasion by Prctesr Drinking Status 
Pretest - Post 1 - Post 2 - Pose 3 
Grade b,N = 561 

Dependent Variable: Alcohol Use 



. Pr?te$t Postl Post 2 Post 3 



Control 


X 


.$D 




$D 


X 


$D 


X 


§D. 


Low 


.05 


.22 


.16 


.44 


.34 


.74 


.61 


.89 


Med 


.87 


.87 


.61 


.66 


1.30 


.93 


1.65 


1.23 


High 


1.70 


1.42 


1.90 


1.29 


2.00 


1.49 


2.50 


1.43 


Treatment 


















" Low 


.07 


.31 


.26 


.58 


.40 


.72 


.77 


.98 


Med 


.63 


.69^ 


.66 


.58 


.85 


.85 ' 


1.29 


.98 


High 


1.50 


1.10 


1.96 


1.40 


1.88 


1.24 


2.00 


1.30 
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Tables 

Summary of Means and Standard Deviations 
Treatment by Occasion by Prior Supervised vs Unsupervised Drinking 
Pretest - Post 1 - Post 2 - Post 3 
Grade 6, N = 576 

Dependent Variable: Alcohol Use 





Pretest 


Post 1 




Post 2 




Posts 


Control 


X 


SD 


X 


SD 


X 


SD 


X 


SD 


None 


.01 


.12 


.04 


.35 


.27 


.64 


.56 


.89 


Supervised 


.18 


.50 


.43 


.78 


.51 


.89 


.74 


.96 


Both 


1.09 


1.00 


1.03 


.87 


1.62 


1.07 


2.09 


1.16 


Treatment 


















None 


.01 


.11 


.13 


.35 


.26 


.57 


.67 


.96 


Supervised 


.22 


.50 


.42 


.68 


.61 


.80 


.91 


.91 


Both 


.97 


.98 


1.27 


1.18 


1.27 


1.18 


1.67 


1.25 
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Table 4 

Summary of Means and Standard Deviations 
Treatment by Occasion by Pretest Drinking Status 
Pretest - Post 1 - Post 2 - Post 3 
Grade 6,N = 645 

Dependent Variable: Trouble with Peers 



PrSlSSi Postl Post 2 Post 3 



Control 


X 


$D 


X 


§P 


X 


§D 


X 


§D 


Low 


.01 


.08 


.03 


.21 


.01 


.11 


.11 


.48 


Med 


.00 


.00 


.17 


.53 


.33 


.80 


.73 


1.05 


ffigh 


.73 


1.10 


.36 


.81 


.36 


.50 


.27 


.65 


Treatment 


















Low 


.02 


.20 


.04 


.26 


.08 


.40 


.16 


.57 


Med 


.11 


.47 


.12 


.43 


.14 


.52 


.21 


.59 


High 


.31 


.76 


.28 


.59 


.38 


.86 


.59 


.98 
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Tables 

Summary of Means and Standard Deviations 
Treatment by Occasion by Prior Supervised vs Unsupervised Drinking 
Pretest - Post 1 - Post 2 - Post 3 
Grade 6, N = 666 

Dependent Variable: Trouble with Peers 



BstSSl PasU Post 2 Post 3 



Control 


X 


$D 


X 




X 


§D 




-SD- 


None 


.00 


.00 


.02 


.22 


.02 


.16 


.11 


.44 


Supervised 


.03 


.23 


.08 


.32 


.05 


.22 


.16 


.65 


Both 


.22 


.62 


.28 


.68 


.28 


.72 


.80 


.99 


Treatment 


















None 


.00 


.00 


.02 


.23 


.10 


.45 


.10 


.46 


Supervised 


.03 


.20 


.05 


.21 


.04 


.35 


.20 


.57 


Both 


.23- 


.68 


.21 


.49 


.30 


.70 


.37 


.85 
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Table 6 



Summary of Means and Staiiidard Deinations 
Treatment by Occasion by Pretest Drinking Status 
Pretest - Post 1 - P-r'st 2 - Post 3 
Grade 6, N = 641 

Dependent Variable: Trouble with Adults 





Pretest 


Postl 








Control 




$D 




5P 




§P 


Low 


.00 


.00 


.01 


.11 


.01 


.11 


Med 


.07 


.25 


.00 


.00 


.13 


.35 


ffigh 


.09 


.30 


.09 


.30 


.18 


.60 


Treatment 














Low 


.01 


.11 


.01 


.09 


.04 


.22 


Med 


.05 


.22 


.08 


.27 


.03 


.16 


ffigh 


.14 


.35 


.10 


.31 


.07 


.26 
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Table? 

Summary of Means and Stan(feid Deviations 
Treamient by Occasion by Prior Supr rvised vs Unsupervised Drinking 
Pretest - Post 1 - Post 2 - Post 3 
Grade 6, N = 662 

Dependent Variable: Trouble with Adults 



PjStSSi Postl Post 2 Post 3 



Cpntrpl 




§P 


K 


-SDL 






X 


-SD. 


None 


.00 


.00 


.01 


.11 


.01 


.11 


.05 


.27 


Supervised 


.00 


.00 


.01 


.11 


.03 


.16 


.06 


.30 


Both 


.15 


.36 


.08 


.27 


.18 


.45 


.35 


.28 


Treatment 


















None 


.00 


.00 


.02 


.13 


.02 


.13 


.03 


.18 


Supervised 


.02 


.12 


.01 


.07 


.03 


.20 


.10 


.38 


Both 


.09 


.29 


.13 


.37 


.12 


.36 


.22 


.54 
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Implementing Injury Prevention Counseling in a Clinic Setting 

While physicians should provide injury prevention counseling 
to parents of young children, they do not always feel they are 
adequately prepared to provide that counseling. A 19 84^ survey 
indicated that most pediatricians felt that lack of education was 
a major reason for their minimal involvement with injury 
prevention counseling. Since the need for injury prevention 
counseling is greater in sites providing care to disadvantaged 
children with a higher risk of' injury mortality than other 
children, 2, 3 ji^ like to describe how providers in an inner-city 
clinic were trained to do injury prevention counseling, show how 
counseling can be incorporated in a clinic practice and document 
the extent to which providers changed their behavior. 

The injury prevention training was provided as a component 
of the Children's Safety Research Project. It examined factors 
related to parental compliance with injury prevention 
recommendations among 200 families with children under the age of 
five in an inner city clinic. Four interventions were used: a) 
the regular well child visit, b) safety equipment, c) physician 
counseling about injury prevention or d) physician counseling and 
safety equipment (See Figure 1). Data on the content of the 
encounter,, specifically, information about injury prevention 
counseling were collected from the physician and the chart to 
document the intervention. This information allows us to compare 
the kinds of counseling done by the physicians before 
implementing an injury prevention program and after. 
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Description of the Site 

The clinic's pediatric unit provided care to about 5500 
children during fiscal year 1987-1988. Those children made about 
10:,-P0 0 health maintenance visits and 5^400 acute care visits. 
Nearly 60% of clinic patients were on Medicaid. Sixteen percent 
paid for services^ on a sliding scale basis- and an additional 
quarter of the patients were considered non-insured. This group 
did not meet Medicaid eligibility^ but had an income too low to 
pay for care.^ The clinic pediatric service is staffed by four 
pediatricians and ^two pediatric nurse practitioners. 
The Injury Prevention Program 

This project used a set of injury prevent3.on materials 
developed by the American Academy of Pediatrics^ called TIPP. 
TIPP' includes a developmentally oriented schedule of topics to be 
introduced and reinforced at specific preventive health visits ^ 
an age-appropriate questionnaire to be completed by pt rents in 
the waiting room and age-appropriate hand outs. 
Training physicians to do injury prevention counseling. 

The training session was run by a pediatrician who developed 
some of the TIPP materials and used them in a clinic setting. 
It was held outside the clinic so the providers could not be 
interrupted. They received continuing education credit for the 
training to emphasize its importance. The use of an outside 
speaker r particularly one able to discuss the medical management 
of injuries also gave importance to the training. 

The training session began with a discussion of the 



epidemiology of injuries and a description of the kind of injury 
-prevention counseling already done by the providers. The TIPP 
program was introduced as a way to systematize injury prevention 
counseling so that the families received age-appropriate 
information about hazards. 

The training physician showed how injury messages could be 
provided through out the well child visit (see Figure 2). This 
figure is taken from an excellent resource about injury 
prevention, in clinics, called Preventing Childhood In juries . ^ 
Safety messages can be given throughout the visit, starting with 
the receptionist asking if the child arrived in a car seat. One 
of the more interesting concepts for a clinic is that safety is 
an immunization that the parents can provide their children. The 
families we have interviewed see immunizations as a key component 
of good child health care, so this analogy may be especially 
useful with clinic populations. 

The provider can obtain safety information as part of the 
history and record information in the patient's chart. The 
clinic's medical record form can include a section on injuries 
sustained as part of the history, and another section on parental 
safety practices to both remind the provider and emphasize the 
importance of safety to the parent. During the physical 
examination, the provider can also point out risks created by the 
child's development, such as mouthing things or knocking a cup of 
coffee out of the mother's hand. 

The practitioners were encouraged to involve parents in 
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thinking of ways to keep the children safe. The provider luight 
ask the parent how they could fashion a barrier to keep children 
out of the kitchen while cooking , for example. In addition to 
omit'cing an emphasis on devices, it involves the parent in 
creating: solutions which might be more likely to be implemented. 
Implementing Injury Prevention Counseling 

Once the providers received training, they had to decide how 
to incorporate it into the clinic routine. The clinic staff 
developed a written protocol describing where injury prevention 
counseling would be added to the well child visit and who was 
responsible for each step. A written protocol clarified the 
division of labor and legitimated the injury prevention 
counseling. The protocol was developed by the medical director ^ 
director of pediatrics, the providers, and the director of 
nursing services. The clinic staff decided to have the nurses 
distribute the TIPP questionnaire about safety behavior and place 
the age-appropriate handouts inco the chart for the providers to 
use* A chart showing which forms to give ^.e^ifferent ages of 
children was posted at each nursing station. Since the family 
usually waited in the examining room for the provider for a few 
minutes, they had time to complete the questionnaire. The parent 
then handed it to the provider when he or she entered the office. 

During the course of the well child visit, the provider both 
looked at the safety questionnaire filled out by the parent, 
discussed the relevant safety issues, and gave the parent the 
handouts on safety* 
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Changing Providers ' Behavior 

Training physicians does not insure that they change their 
behavior. Our data on the content of well child visits shows 
that about 82% of the families making a well child visit received 
some sort of injury prevention counseling prior to implementing a 
safety counseling protocol. During the three months following 
training^ 93% received counseling (p<.05). The number of injury 
prevention topics covered increased from 3.2 topics to 5.2 topics 
after establishing the protocol (p<.001,. 

Physicians increased the amount of injury prevention 
information without decreasing the amount of other kinds of 
information provided in the well child visit. There were no 
significant differences in the number of children receiving 
immunizations/ information about growth and development^ family 
relations / or nutrition. 

The providers counselled about falls ^ car seats ^ hot water 
or burns, poisoning, water safety, fire safety and tricycle 
safety more frequently after the protocol was established (see 
Figure a ) . The providers did not discuss other topics as 
frequently (Figure 4). They may have talked less frequently 
about cabinet locks, biit increased the number of times they 
talked about poisoning. Similarly, counseling about the need for 
supervision was probably absorbed in other preventive topics. One 
unfortunate decrease was in the discussion of lead poisoning, a 
special emphasis in the clinic. Lead v;as not included in the 
counseling protocol, since it was an ongoing activity. This - 



experience suggests, however, that all counseling topics might 
be included in the protocol to insure they are covered in a well 
child visit. 

Provider Reaction to Injury Prevention Counseling 

We wondered how providers would react to the injury 
prevention protocol. When initially presented with TIPP one 
provider who consrs-tently talked about injuries appeared 
somewhat resistant to the counseling materials. As she began to 
use them, she commented that the materials were concise and "said 
everything better than she could," She began to use the 
counseling materials regularly. Another person expressed concern 
that families would find some questionnaire items, which assumed 
the family owned a car and used a crib, offexisive. The post- 
counseling interview with the family has not shown that to be 
true . 

Nurses occasionally had difficulty remembering to insert the 
handouts into the chart and to get the questionnaire done. This 
was most likely to happen when a nursing station was short 
staffed. In the beginning, nurses sometimes had problems 
deciding which set of materials a child should receive, since 
they were developed for specific age groups.. A chart, showing the 
ages of children and which materials they should receive solved 
this problem. Providers also found it difficult *to incorporate 
the counseling materials if the visit produced several problem 
areas. If the visit was the first time the provider had met the 
family, for example, there often were other situations the 



8 



provider felt ws:-^e more pressing* We found that this did not 
happen frejguently, however*. 

Parent Reaction to ^.Injury Prevention Counseling 

We also wondered if the injury prevention materials would be 
inappropriate in an inner city setting because of the reading 
level required. Although the questionnaire had been tested at 
the sixth grade reading level, ^ v/e were uncertain that parents 
would be able to complete it* This concern 'proved to be 
unfounded* The injury -prevention materials required no more 
literacy than other aspects of the clinic routine* 
Interestingly, when we interviewed parents, th. / remember filling 
out a survey on injuries* Some reported that they realized that 
they should change some things they were doing as a result of the 
survey or that it reminded them that they had gotten sloppy about 
some things uhey were doing* 
Summary 

This project suggests that injury prevention counseling can 
be incorporated into a clinic setting. Key elements include the 
support of the medical administrator, and willingness of the 
providers to attempt such an effort* Developing a written 
protocol about how the injury prevention counseling -is going to 
occur is critical to its success* In addition, follow up on a 
daily basis through the initial weeks serves as a subtle reminder 
about doing the counseling and helps to work out kinks in the 
system* 

The data reported here were gathered during the first three 



9 



? 

months after the provider, training — our study period. We are 
unable to track physician behavior further because two of the 
pediatricians left the clinic and a third is only working part- 
: time. This illustrates the need to do repeated orientation 

sessions and to "institutionalize" injury prevention counseling 
so that it is not dependent on a specific individual in the 
clinic. 

r C 

Our preliminary evidence suggests that the counseling was 
well received by physicians and parents alike. Some clinics may 
\ want to customize their interventions further by examining 

mortality data to determine the most important injury prevention 
messages for the families they serve. This project suggests that 
it is possible to incorporate injury prevention counseling in a 
clinic setting. 
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Figure 1 

Children's Safety Resoaroh Project Design 
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Post-test safety audit 
and interview 



Pretest 


► 


Safety equipment 
only 
n=100 




Post-test safety audit 


Observation 




► 


and interview 




Safety equipment 
& injury prevention 
counseling 
n=100 



Post-test safety audit 
and interview 



Pretest 
Observation 



Injury prevention 
counseling only 
n=100 



Post-test safety audit 
and Interview 



■Figure 2 



Injury Prevention in Well Child Care 
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Figure 3 



Injury Prevention Topics Discussed More 
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Figure 4 



Injury Preveiition Topics Discussed Less 
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FRAMINGHAM SAFETY SURVEY 
Ftom Toddlers throuGh School (Part 1) 


■iHEMJURr 

■program 









3AFETY ISYOUR BEST PRESCRIPTION 



Date. 



Please X through one answer 

1* 06 you leaveyourchild atone in the house? 

Z AiB any of your babysitters less than13yeareokl^ 

, a Do you keep plastic wrapp«^ bags and baltoons, peanuts 
and other small objects out of the reac^ 

4. poybujoKWhowtoprevemyourchM 

5. Do you have mechanical garage doors or hideaway beds? 

6. Do you keep guns or air rifles in you r house? 

7. Are your window screens or guards in good condition? 

8. tsypuf(*ild inthe yard while the lawn nr)ower is in u§ 

9. Do.you keep your chiW in an endosed area when atone and 
not being watched by an adult? 

10. Do you plc^gatesatthe entrance to stainA/ays? 
(for chiUnm less than 3 years of age) « 

1 1 . Have any of your chiWren ever had an accident requiring a 
visit>:^ the dodor or hospital? 

1 2;'0o you checkfor safety hazards in homes of friends or 
relatives where yourchiW may play? 

1 3. Do you keep househoW products, medicines (including 
aspirin and iron) and sharp objects out of 

react! and in locked cabinets? 

14. Doypudfeposeof okJmedidnes? 

1 5. Do you store household products in empty soda bottles, 
glasses or jars? 

16. Do you have safety caps on all bottlesof medicine? 

17. Does your chiW chew on paint chips orwindowsills? 

18. Do you have Ipecac in the house? 

1 9. Do you know how to use Ipecac? 

^ 20. Have you checked your yard and house for poisonous 
;Plants and wikl mushrooms? 

n21 . How frequently do you check the neating system in 
yourhome? 



• 

Frequently 


- 

Occasionally 


Never 


Yes 


Mn 


j-K5n t know 


Always 


Sometimes 


Never 


Yes 






Yes 


No 




Yes 


Don't know 


No 


All windows 


Some windows 


None 


Never 


Sometimes 


nave no mower 


Always 


Sometimes 


Never 


Always 


Sometimes Never 


Allchikiren 






3 or older 


Yp« 


Don't remember 


INO 


Hw many visits 


Always 


Sometimes 


Never 


Always 


Sometimes 


Never 


Always 


Sometimes 


Never 


Always 


Sometimes 


Never 


Always 


Sometimes" 


Never 


Frequently 


Occasionally 


Never 


Yes 


Don't know 


No- 


Yes 


No 




Yes 


No 




Never 


At least once/year 


Every few years 
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Handout #3 



One to 
Two Years 



Didyou Imbwthat every mphthnearly 400 children under 4 years old die in the United States because 
of acddents? ^/'rOSt of these accidents can be prevented. 

Often, accidents happen bemuse parents are not aware of what their children can do. At this age your 
child will walk, run, climb, jump and explore everything. This age begins the most accident-prone 
stage of his life. It is your responsibility to know that your child's next move might result in injury if he is 
not protected, 



Poisonings 



Your diiki will continue to explore his worid by putting everything in his moutii, even if it doesn't taste 
good,iHe opens doors and drawers and loves to take things apart. He can open bottles easily now, so 
you must use safety caps on ail medicines. 

He is now able to get into and on top of everything.. He doesn't understand danger or remember "No" 
when he is exploring. Be sure to keep ail household products and medicines up, up and away, com- 
pletely out of his sight and reach. Never store lye drain cleaners in your home. 

!f he does put something poisonous Into his mouth, call your physician or Poison Center 
Immediately. Know your Poison Center number. Have Syrup of Ipecac on hand to make him 
vomit, but use it only If directed to do so. 

Falls 

Even though your child is perfecting his walking skills, he will still fall. He is now beginning to climb and 
jump and run as well. A chair left next to a kitchen counter or table allows him to climb to dangerous 
high places. 

Lock the doors co any dangerous area. Use gates on stairways and window guards above the firstfloor. 
Remove sharp edged fumitui-e from the room he is? in. 

If your child has a serious fall, call your doctor. 
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Early Childhbo<d Safety 
Coiihseiing schedule 


Upp 

^ ^H^Utf M ■ IBS/ 
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■PREVENTION 

■program 









sAnmr is your best pRcscaiPTiot^ 



PReVCNTIVE HEALTH VISIT 



MIK2MAL SAFETY COUNSEUNG 



i AGE 


INTRODUCE 


, REINFORCE 


MATERIALS 


Prsnatal/ 
Newborn 


Infant Car Seat 
Smoke Detector 
Crib Safety 






2to4WMics 


Falls • 


Infant Car Seat 




2Month$ 


Bums—Hot Liquids 


Infant Car Seat 
Falls 


Blue Safety Survey 
Safety Sheet 0-6 Mos. 


4 Months 


Choking 


Infant Car Seat 
Falls 

Bums— Hot Liquids 


Safety Sheet 0-6 Months 


6Months 


Poison 

Bums—Hot Surface 


Falls 

Bums— Hot Liquids 


Safety Sheet 7-12 Months 
IPECAC Syrup 
Poison Center Sticker 


9 Months 


Water Safety 
Toddler Car Seat 


Poison 

Falls 

Bums 


Safety Sheet 1-2 Years 


lYear 




Poison 

Falls 

Bums 


Safety Sheet 1-2 Years 


15 Months 


Specific to Need— 
Optionai 




Yellow Safety Survey 


18 Months 




Poison 

Falls 

Bums 


Safety Sheet 1-2 Years 


2Y6ars 


Falls— Play Equipment, 

Tricycles 
Auto-^rPedestrian 


• Auto— Res^aints 
Poison 
Bums 


Green Safety Survey 
Safety Sheet 2-4 Years 


3YMr3 




Auto— Restraints, Pedestrian 

Falls 

Bums 


Safety Sheet 2-4 Years. 


4Y6WS 




Auto-r-Restraints. Pedestrian 
Falls-i-Play Equipment 
Bums . 


Specific to Need 
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